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Abstract

Background: The demand for integrative medicine care is increasing rapidly among patient consumers, yet the
integrative medicine model is not the norm in clinical practice, nor is this approach a focus in traditional med-
ical schools. Furthermore, patient well-being and satisfaction outcomes within an integrative care model are
not common in the literature.

Objectives: The purpose of this paper is to offer a summary of a model of integrative medicine patient care
and its evaluation and outcomes from the University of Michigan Integrative Medicine Clinic.

Methods: Using three tools to evaluate patient outcomes and satisfaction, statistically significant outcomes were
noted. The SF-12 showed positive change in the physical component score, the Holistic Health Questionnaire
showed improvements in all of the subscales of body, mind, and spirit, and a unique Integrative Medicine Pa-

tient Satisfaction Tool suggested high satisfaction with an integrative approach to care.
Conclusions: Findings, limitations, and implications are discussed.

Introduction

Integrative medicine as a model for patient care is increas-
ingly visible on the world and national stage.!> Many hos-
pitals across the country have expanded their offerings in fa-
vor of complementary and alternative medicine in response
to patient demand.>* However, the integrative medicine
model is not the norm in clinical practice. The dissemination
of successful integrative medicine practice models and the
evaluation of patient outcomes within such a system may be
helpful to health care professionals wishing to design this
kind of integration. While patient outcomes data assessing
specific treatment of specific symptoms or disease states are
more common, literature addressing the impact of holistic
integrative treatment plans is lacking. This may reflect the
difficulty of evaluating the numerous variables involved in
individualized integrative plans, and the potentially wide as-
sortment of recommendations provided by integrative
providers over time. In addition, most individuals who pres-
ent for care have multiple medical problems. While the rel-
atively recent emergence of Whole Systems research is
promising, literature evaluating outcomes of patients with

complex medical needs who follow an integrative medicine
plan remains scarce.®

In this paper, we describe a model of integrative medicine
clinical practice implemented by the Department of Family
Medicine at the University of Michigan and report patient
outcomes associated with its use over a 3-year period. We
employed self-report questionnaires, including the SF-12, the
Holistic Health Questionnaire (HHQ), and a patient satis-
faction tool, to assess the nature and degree of patient change
associated with this integrative approach. Indications that
this was an effective model are discussed, and ways to im-
prove clinical outcomes evaluation in integrative medicine
are explored.

The Integrative Medicine Approach

The University of Michigan Integrative Medicine Clinic
(UMIMC) opened in May 2003 offering consultative services
to adult patients on a self-referral cash basis. Board-certified
family physicians with additional training in alternative
therapies acted as specialist consultants. Pharmacist and di-
etitian consultations were offered as well, although outcomes
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in this report apply to physician visits only. Integrative ther-
apies such as acupuncture, massage, and energy medicine
were generally done off-site. Key features of this practice also
included the dimensions of patient care detailed in the fol-
lowing sections.

Healing environment

The UMIMC was located within an existing Family Med-
icine clinic that was renovated to exemplify a healing envi-
ronment. Use of existing space allowed lower overhead
costs, and proximity within the department offered collegial
support. Aspects of a healing environment have been de-
scribed.® Features in the UMIMC included soft lighting op-
tions in addition to fluorescent lights, relaxing music, a
soothing water feature, comfortable furniture for practition-
ers and patients, and the use of natural materials such as
wood instead of plastic, whenever possible.

Patient-centered care

Patient-centered care speaks to a movement from
provider-centered care toward decisions that primarily en-
hance the patient’s experience.” The Institute of Medicine, as
early as 2001, referred to this concept as essential to high-
quality health care.8 Increased communication, listening to
patients, and fostering health literacy through clear dialogue
are aspects of a patient-centered approach’ that were im-
plemented in the UMIMC. This was provided by patient ac-
cess to adequate telephone time with office staff, initial pro-
vision of clinical care from an experienced registered nurse
trained in holistic medicine, and greater access to physician
time. The patient’s experience was softened by providing fil-
tered water and tea in the waiting room, offering comfort-
able chairs with footrests, using cloth gowns and linens in-
stead of paper, and covering the clear red plastic needle
container with a wooden case to protect patients from the
visual affront of used needles.

Time

Patients’ desire for more time with their health care
providers has been well documented in the health care lit-
erature.l%11 At UMIMC, initial visits were 90 minutes. This
included a complete review of medical history including all
conventional and alternative diagnostic and therapeutic op-
tions used thus far, a review of all medications and supple-
ments, and a focused examination. Follow-up visits lasted
30 minutes and focused on options for treatment of existing
problems as well as evaluation of new symptoms.

Narrative and shared decision making

Shared decision-making offers a way for practitioners and
patients to openly and thoroughly discuss treatment options.'?
It also allows for the negotiation of mutually acceptable treat-
ment plans. This is an increasingly prevalent model in con-
ventional primary care. Listening to an individual’s life story
is a way to put context around specific health challenges while
learning about a patient’s values. In conventional clinic set-
tings, where provider-centered models have been the norm,
it has been estimated that a typical patient has less than 30
seconds to speak before being interrupted by his or her physi-
cian.!® In our experience, sharing one’s life story offers thera-
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peutic benefits and takes 45 minutes, on average. Many times
patients note an insight or connection not previously recog-
nized, and it is not uncommon for patients to recite their story
in its entirety for the first time.

Whole-person care

Conventional medicine historically has viewed medical
diagnoses through a problem-centered lens, splitting pa-
tients” health care needs into discrete components. In 2004,
the Future of Family Medicine report underscored the need
for physicians to care for the whole person.'* Integrative
medicine views patients holistically, as individuals with
unique health care challenges. Mind, body, spirit, and emo-
tions are acknowledged as contributing to health and dis-
ease, and are used as focal points for healing strategies. The
incorporation of mind, body, spirit, and emotion in treat-
ment recommendations may take the following form, for
example, in a patient challenged by obesity, diabetes, and
hypertension: (1) Mind: a relaxation practice such as breath-
work or meditation reduces stress, a known trigger for blood
pressure and blood sugar elevations. Such mind-body work
would be recommended to the patient. (2) Body: nutritional
advice that includes at least nine servings of fruits and veg-
etables daily, as recommended in the DASH diet!® individ-
ualized strategies for healthier eating, a variety of physical
fitness options, supplements, and conventional diabetes
medications would be recommended. (3) Spirit: daily spiri-
tual practice assists in lending meaning to the challenges and
providing life purpose; this strategy would be encouraged.
(4) Emotion: cognitive behavioral therapy, which has been
demonstrated to improve weight loss and help maintain new
lifestyle behaviors,'® may be recommended.

Integration of conventional and alternative therapies

Medications, evidence-based recommendations, practical
suggestions that do no harm, and modalities offered by al-
ternative providers were all considered in our integration of
conventional and alternative therapies. Also taken into ac-
count were severity of the patient’s condition, economic abil-
ity, cultural perspective, and access to various health care
options. Each patient was encouraged to continue under the
care of a primary care physician. The integrative physician
communicated with all providers involved in the individ-
ual’s care, as appropriate given privacy considerations.

Evaluation of the Integrative Medicine Model

Given the relative uniqueness of the integrative medicine
approach and our clinical observation of a robust respon-
siveness to it, we wanted to conduct a more formal evalua-
tion of patient satisfaction and outcomes. To do so, a prospec-
tive patient survey was conducted.

Setting and patients

The UMIMC is located within Briarwood Family Practice,
a community-based clinic that is part of the University of
Michigan Health System. In 2003-2006, the clinic saw ap-
proximately 300 patients annually on an outpatient, cash-for-
services basis.

Patients eligible to participate in this survey were those
who had used the UMIMC physician services from May 2003
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until February 2006. Participants were required to be age 18
or older, and to have been seen in the clinic two times or
more.

Procedure

At their initial visit, patients were asked to complete the
SF-12 and HHQ as part of the intake process and prior to
seeing the physician. This enabled us to establish baseline
values. To conduct the follow-up survey, all patients who
met study inclusion criteria were contacted by mail 2-36
months after their initial visit. An introductory letter ex-
plained the goals and logistics of the survey follow-up, the
schedule of contact, and included a postcard to return if the
patient desired to opt out of participation. If the postcard de-
clining participation was not received, a packet containing a
consent form and the follow-up questionnaires was sent to
participants 2 weeks later. Information on consent was of-
fered, and it was explained to participants that by agreeing
to complete the follow-up survey, they were giving permis-
sion for researchers to compare these results to those ob-
tained on the same instruments at the patients’ initial clinic
visits. The study was approved by the University of Michi-
gan Medical School Institutional Review Board. The ques-
tionnaire comprised the same four-page survey completed
at the initial visit, plus four additional patient satisfaction
questions. Patients returned the completed consent form as
well as the questionnaires in an addressed, stamped enve-
lope provided to them. A third and final survey packet was
sent to patients who did not opt out and did not previously
return a survey.

Outcome measures

Patient demographics including gender, age, and ethnic-
ity were collected at baseline. Patient outcomes were moni-
tored using three surveys: The Holistic Health Question-
naire, the SF-12, and patient satisfaction items.

The Holistic Health and Wellness Questionnaire (HHQ) was
developed by Bob Anderson and Robert Ivker as a means of
assessing change in actions and attitudes that contribute to
health. The questionnaire has items in three domains—body,
mind, and spirit—which are answered using a 6-point Lik-
ert scale-type response. The body subscale refers to health-
ful behaviors such as maintaining a healthy diet and body
weight, physical exercise, and so forth. The mind subscale
refers to healthful emotional attitudes and abilities, includ-
ing optimism, sense of humor, peace of mind, and ability to
express emotions. The spirit subscale refers to actions and at-
titudes related to spiritual and social health, such as taking
time for reflection, prayer or meditation, having faith and
gratitude and a sense of purpose. We felt that this approach
closely overlapped the attention to mind, body, emotion, and
spirit that shaped the implementation of our integrative care
model.

The Short-Form Health Survey (SF-12) was developed by
Ware and Kosinski (Ware JE, Kosinski M, 1996). Based on
the MOS Short Form Health Survey (SF-36) (Ware JE, Sher-
bourne CD, 1992), the SE-12 provides measures of physical
and mental component summary scales (PCS and MCS, re-
spectively). The SF-12 has been tested and validated repeat-
edly since its publication in 1996, satisfying examination of
its psychometric properties since then.
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The Integrative Medicine Patient Satisfaction Tool was devel-
oped by Dr. Myklebust following discussions with patients
and clinic staff regarding specific language and questions
that may capture the patient’s experiences. Questions fo-
cused on patient rating of care using a 5-point rating scale.
The four items focused on (1) overall rating of care received;
(2) effectiveness of wellness plan in addressing patient’s pri-
mary concern; (3) changes in patient’s quality of life related
to UMIMC care; and (4) the primary wellness goal of patient.
The questionnaire was approved by a panel of experts that
included the design team and other experts familiar with in-
tegrative clinical practices. The questionnaire was pre-tested
using a pilot group to determine the time required to com-
plete the survey, whether the participants understood the
questions, and whether the questions elicited the informa-
tion for which they were designed. The authors critically re-
viewed the results of this pretest to ensure that the questions
did not contain biases or other errors. Based on the feedback
received from the respondents of the pilot study, modifica-
tions were made to the survey in order to improve its con-
struct validity.

Analysis

Frequencies and summary statistics were calculated on all
variables. In addition, frequency and percents of demo-
graphic characteristics were assessed. All outcomes were
evaluated for normality of distribution, and found to meet
this assumption. Means and standard deviations (SDs) were
calculated for each outcome score at baseline and follow-up.
Given the repeated measures design of the study, and in or-
der to provide data analysis useful to the overall objectives,
the statistical analysis focused on meaningful changes from
baseline to follow-up assessment, with these changes evalu-
ated by paired t-tests. Results with p < 0.05 (two-tailed) were
considered statistically significant.

Survey Response
Participants

Of 274 patients who completed the baseline survey, 53
(19%) declined the survey by returning the postcard pro-
vided in the first follow-up mailing. Of the 217 remaining
patients, 98 (45%) returned the consent form and question-
naire. Thirteen (13) of the returned HHQ forms (13%) con-
tained missing items, which rendered them unusable. This
left 85 respondents with sufficient baseline and follow-up
data to comprise the study sample. Among these 85 partic-
ipants (Table 1), 74 (87.1%) were female and 77 (90.6%) were
white. The mean age was 51.2 (SD = 10.2) and the median
age was 52.0 (range 23-82) years.

Purpose of visit

Most patients in the survey came to the clinic with an in-
terest in optimizing health. Indeed, 38 patients (44.7%) re-
ported this as the primary goal of their visit (Table 1). An-
other group of patients sought care to augment conventional
treatment of cancer or to prevent recurrence, with 10 (11.8%)
listing this as the primary objective. Pain was the main con-
cern of 10 (11.8%) of patients, with others seeking help with
mood (3.5%), bowel issues (2.4%), musculoskeletal issues
(4.7%), menopause (1.2%), or other concerns (9.4%).
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TaABLE 1. BASELINE DEMOGRAPHICS (1 = 85)
Characteristic Number Percent
Female 74 87
White 77 91
African American 1 1
Asian 1 1
What was your primary goal?
Optimize health 38 44.7
Cancer 10 11.8
Pain 10 11.8
Other 8 9.4
Decrease medications 7 8.2
Musculoskeletal 4 4.7
Mood 3 3.5
Bowel issues 2 24
Menopause 1 1.2
Missing 2 24
Total 85 100
Mean (SD) Median
Age 51 (10.2) 52

SD, standard deviation.

HHQ

As seen in Table 2, all of the HHQ subscales of body,
mind, and spirit showed improvements over time. The
biggest gains were observed on the body subscale, which
showed a statistically significant increase (improvement)
of 12% from an average of 72.6 (SD = 15.7) to 81.5 (SD =
15.3). A 5% improvement in the mind subscale was also
statistically significant, although smaller in scope than that
observed in the body score, moving from an average base-
line of 85.0 (SD =17.5) to 89.2 (SD = 19.0). A similar
change was seen in the spirit subscale where the mean rose
from 87.5 (SD = 17.7) at baseline to 92.0 (SD = 17.9) at fol-
low-up, reflecting a statistically significant improvement
of 5%. As a total score, the baseline mean for the HHQ was
245.8 (SD = 44.2). This rose to 262.9 (SD = 49.1) at follow-
up, a statistically significant improvement of 17.1 (31.1), or
7%, over the study period.
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SF-12

The SF-12 also showed improvements over time (Table 3).
The physical component score was mean 45.6 (13.4) at base-
line, improving to 49.7 (11.5) at follow-up, with a statistically
significant mean change of 4.2 (11.6). There was no signifi-
cant change in the mental component score.

Patient satisfaction

The patient ratings of care (Table 4) suggest high satisfac-
tion with treatment. Well over half the patients rated their
care as “excellent” or “best care ever” (37.6% and 24.7%, re-
spectively). The remainder rated their experiences as “above
average” (16.5%), “good” (11.8%), or “poor” (7.1%). When
asked how effective the integrative medicine (IM) patient
plan was in resolving the primary issue of the patient, 55.3%
reported that it made “a significant difference” and 7.1% said
that it “completely resolved my issue.” Approximately 19%
(18.8%) said the plan was “partially effective,” 8.2% said it
was “a little bit effective,” and 7.1% said the IM plan was
“not at all effective.” In terms of the impact of the visits to
the clinic on overall quality of life, mild improvement or
greater was reported by 82.4% of the respondents. When dis-
aggregated, these results show “radically improved quality
of life” for 11.8%, “significant improvement in quality of life”
for 42.4%, and “mild improvement in quality of life” for
28.2% of the clinic patients. The remainder reported no
change (12.9%) or worsening condition (1.2%).

Discussion

In the University of Michigan Integrative Medicine Clinic,
an effective model of integrative health care was crafted. The
focus was deliberately centered on patient well-being, from
an improvement and softening of the clinic’s physical envi-
ronment to a deepening and extension of communication be-
tween patients and staff. Time spent with doctors and
providers was increased. Ninety-minute intake and 30-
minute follow-up visits allowed patient stories to be elicited
and fully heard, progress shared, and healing plans to be in-
dividually shaped. The participation of patients in their own
healing was engaged through new activities and practices

TaBLE 2. BobYy, MIND, AND SPIRIT SUBSCALES ON THE HoLisTic HEALTH AND WELLNESS QUESTIONNAIRE (11 = 85)

Baseline Follow-up Change 95% CI Paired
Subscale mean (SD) mean (SD) mean (SD) of difference t-test
Body 72.6 (15.7) 81.5 (15.3) 8.9 (12.0) 6.3-11.5 t =675
(df = 82)

p < 0.001
Mind 85.0 (17.5) 89.2 (19.0) 4.2 (14.1) 1.04-7.4 t =265
(df = 77)

p = 0.001
Spirit 87.5 (17.7) 92.0 (17.9) 4.5 (12.5) 1.7-7.3 t=32
(df = 78)

p = 0.002
Total 245.8 (44.2) 262.9 (49.1) 17.1 (31.1) 10.0-24.2 t =479
(df = 75)

p < 0.001

CI, confidence interval; SD, standard deviation.
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TaBLE 3. SF-12 PHysicAL AND MENTAL COMPONENT SCORES (1 = 85)

Baseline Follow-up Change 95% CI Paired
Subscale mean (SD) mean (SD) mean (SD) of difference t-test
Physical 45.6 (13.4) 49.7 (11.5) 4.2 (11.6) 1.7-6.7 t =339
(df = 84)

p = 0.001
Mental 40.2 (7.9) 41.6 (7.0) 1.3 (9.0) 0.6-3.3 t =135
(df = 84)
p =0.18

CI, confidence interval; SD, standard deviation.

for mind, body, emotion, and spirit, and by the union of con-
ventional and alternative treatments.

In order to evaluate satisfaction with this model of care
and degree of change in mental and physical health associ-
ated with it, we conducted a prospective patient survey.

Survey results suggested there were statistically signifi-
cant improvements in all of the HHQ subscales (body, mind,
and spirit) and in the physical component score of the SF-
12. The data also suggested that the integrative medicine
treatment plans had a greater impact on physical than on
mental health. A 12% improvement in the HHQ body sub-
scale and 9% in the SF-12 physical component score sharply
contrast with the lack of improvement shown in the SF-12
mental component score and the limited improvement re-
flected in the HHQ mind and spirit scales. Indeed, the HHQ
mind and spirit scales showed only half the improvement of

TABLE 4.

the HHQ body scale. One possible explanation is that the
treatment period was of insufficient length to observe
changes in mental health status within this group of patients.

High patient satisfactions scores were observed. Over 62%
of responding patients called the clinic’s care “excellent” or
“best care ever,” suggesting high overall approval. The ele-
vated degree of satisfaction may have been rooted in the per-
ceived ability of IM care to resolve patients” primary objective,
as nearly all respondents (81.2%) reported partial or full effec-
tiveness of their patient plan in achieving the primary objec-
tive. It would be useful to understand why these patients were
so pleased with their care. Satisfaction results such as these
may be useful as IM clinics strive to show value within acad-
emic health systems. Our results suggest that an IM approach
contributes to high levels of patient satisfaction and improved
perceptions of physical health. These data lend support for the

INTEGRATIVE MEDICINE PATIENT SATISFACTION

TooL Scores AT FoLLow-Up (n = 85)

On a scale of 1-5, rate your care at UMIMC Frequency Percent
Best care I have ever experienced 21 24.7
Excellent 32 37.6
Above average 14 16.5
Good 10 11.8
Poor 6 7.1
Missing 2 2.4
Total 85 100
On a scale of 1-5, rate how effective your

Integrative Medicine plan was in addressing

your primary reason for visiting UMIMC Frequency Percent
Completely resolved my issue 6 7.1
Made a significant difference 47 55.3
Partially effective 16 18.8
A little bit effective 7 8.2
Not at all effective 6 7.1
Missing 3 3.5
Total 85 100
On a scale of 1-5, rate the efffect of changes

made due to your visit to UMIMC on

your overall quality of life Frequency Percent
Missing 3 3.5
Total 85 100

UMIMC, University of Michigan Integrative Medicine Clinic.
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movement toward integrative health care currently seen in
hospitals and private practices across the country.

In our sample, the high patient satisfaction rates observed
were coincident with less impressive changes on the physi-
cal component score of the SF-12, suggesting that patients
were happy with their care in spite of not achieving greater
physical gains. These results are not contradictory. For in-
stance, some diagnoses such as cancer may result in poor
physical outcomes in the long term, despite improved qual-
ity of life in the short term. While the resolution of patients’
presenting concerns is not always possible, the experience of
integrative, patient-centered care may well result in im-
proved emotional status and satisfaction with care.

There were limitations to the study that are worth noting. The
data presented here do not represent the full complement of
clinic patients. It may be that participants who took the time to
complete the survey were more motivated or willing to partic-
ipate because they had a more positive clinical experience. How-
ever, debate remains about what constitutes a good response in
health care surveys. Some suggest that response rates of
30%-80% may be adequate,'”'8 a range that includes the re-
sponse rate seen here. In the case of low response rates, repre-
sentativeness of the sample can attenuate the nonresponse bias
of the survey.!” This may be the case in our survey, where the
demographic profile of responders is nearly identical to that
found among the clinic population as a whole: 87% of survey
responders were female, while 80% of the clinic population are
female; 90% of survey responders are white, compared to 91%
white patients in the clinic; the mean age of patients respond-
ing to survey was 51 years, which compares well to the mean
age assessed in the clinic population of 48 years. Another po-
tential limitation was the fact that there was not a control group
to which to contrast the experience of UMIMC patients. Further
research would benefit from the addition of a matched com-
parison group from primary care within the same institution.

Conclusions

An integrative, patient-centered clinical practice is de-
scribed. Patient satisfaction and outcomes were evaluated for
this practice. Our data suggest that customizing integrative
medicine treatment plans based on individual needs resulted
in high patient satisfaction. Furthermore, improvements in
physical, mental, and emotional well-being were indicated,
across the spectrum of illness. Despite the stated limitations
of this study, these results are promising and should stimu-
late further discussion regarding the best ways to accurately
evaluate outcomes in an integrative medicine clinic.

Acknowledgments

The care offered by the University of Michigan Integrative
Medicine clinic was made possible by generous contribu-
tions from Marge and Bob Alpern and by the support of the
Department of Family Medicine. The UMIMC staff includ-
ing Sara Warber, Ricardo Bartelme, Claudia Ogden, Jenna
Wunder, Laura Baker and Leslie Shimp deserves kudos for
heartfelt contributions to excellent patient care. The authors
thank Bob Anderson and Rob Ivker for the development of
the HHQ, Laurie Fortlage for clinical research coordination,
Leslie Wimsatt and Jackie Wootton for editorial assistance,
and our mentors Brian Berman and Sara Warber for their
leadership in Integrative Medicine.

MYKLEBUST ET AL.

References

1. Kessler RC, Davis RB, Foster DF, et al. Long-term trends in
the use of complementary and alternative medical therapies
in the United States. Ann JIntern Med 2001;135:262-268.

2. Integrative Medicine. US News and World Report, January
11, 2008.

3. Foley C. Patient demand for integrative medicine [Editor-
ial]. Minnesotg Med 1999;82:50-51.

4. Clement JP, Chen HF, Burke D, et al. Are consumers re-
shaping hospitals? Complementary and alternative medi-
cine in U.S. hospitals, 1999-2003. HealihtareMabage Ray
2006;31:109-118.

5. Ritenbaugh C, Verheof M, Fleishman S, et al. Whole systems
research: A discipline for studying complementary and al-
ternative medicine. Alt Ther 2003;9:32-36.

6. Jonas WB, Chez RA, Duffy B, Strand D. Investigating the
impact of optimal healing environments. Alt Ther Health
Med 2003;9:36—40.

7. Gerteis M, Edgman-Levitan S, Daley ], Delbanco T, eds.
Through the Patient’s Eyes: Understanding and Promoting Pa-
tient-Centered Care. San Francisco: Jossey-Bass Publishers, 1993.

8. Institute of Medicine. Crossing the Quality Chasm: A New
Health System for the 21st Century, Vol. 6. Washington, DC:
National Academy Press, 2001:39-60.

9. Holmes M, Bacon T, Dobson A, et al. Addressing health lit-
eracy through improved patient-practitioner communica-
tion. NC Med ] 2007;68:319-326.

10. Stone M. What patients want from their doctors. BM]
2003;326:1294.

11. Ogden ], Kheelna B, Bull M, et al. “I want more time with
my doctor”: A quantitative study of time and the consulta-
tion. Fam Prac 2004;21:479-483.

12. Kaplan S, Gandek S, Greenfield S, et al. Patient and visit
characteristics related to physicians” participatory decision-
making style: Results from the Medical Outcomes Study.
Med Care 1995;33:1176-1187.

13. Marvel MK, Epstein RM, Flowers K, Beckman HM. Solicit-
ing the patient’s agenda: Have we improved? JAMA
1999;282:942-943.

14. The Future of Family Medicine Community: A Collabora-
tive Project of the Family Medicine. Ann Fam Med 2004;
2:53-532.

15. Appel L], Moore TJ, Obarzanek E, et al. A clinical trial of the
effects of dietary patterns on blood pressure. N Engl I Med
1997;16:1117-1124.

16. Foreyt JP, Goodrick GK. Evidence for success of behavior
modification in weight loss and Control. Ann Intern Med
1993;119:698-701.

17. Hikmet N, Chen SK. An investigation into low mail survey
response rates of information technology users in health care

organizations. [pilNMed Tnformatics 2003,72:3:29-34.

18. Groves RM. Theories and methods of telephone surveys.
Annu Rev Sociol 1990;16:221-240.

19. Polls face growing resistance, but still representative survey
experiment shows. Pew Research Center for the People &
the Press, Survey Report. Released April 20, 2004.

Address reprint requests to:
Monica Myklebust, M.D.
Providence Health System

4015 Mercantile Drive
Lake Oswego, OR 97035

E-mail: Monica.Myklebust@providence.org



